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Since there was no postgraduate training programme for psychiatry in Ethiopia, doctors had to go abroad to do their training. Currently there are five trainees abroadtwo in the UK, two in South Africa and one in Russia; they are expected to return to Ethiopia within 1-2 years to practise psychiatry.
In January 2003 the Department of Psychiatry, Faculty of Medicine, Addis Ababa University, started a 3-year postgraduate training programme with a first intake of seven doctors. The department has only three academic staff, all of whom are general adult psychiatrists: one Associate Professor and two Assistant Professors. The department has been able to solicit assistance for the teaching of its postgraduate students from universities and individuals abroad. The Department of Psychiatry at the University of Toronto, Canada, has committed itself to assisting the programme by sending two teachers for three 1-month blocks every year for 3 years. This is part of the University of Toronto's commitment to developing international partnerships for collaborative education and research. In addition to the Toronto-based faculty teaching in Ethiopia, psychiatrists from the University of Addis Ababa will visit Toronto to present research papers and to teach. The programme is also an opportunity to share expertise in mental health service delivery, research and education, and advocacy for mental health issues in both countries.
Volunteers from The Netherlands, England, Australia, Sweden and the USA also have contributed greatly in the postgraduate training programme, which is proving a success. More institutional collaborations are being sought to strengthen the programme until the department becomes self-sufficient.
Research
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to promote the psychosocial rehabilitation of persons with mental disability to strengthen and expand community-based care and reduce both hospital admission rates and length of stay to ensure the availability of emergency and crisis services, specially in security-related situations.
The organisation of mental health care
The government is responsible for the overall planning, budgeting and monitoring of the mental health care provided to all the population. Two multi-sectoral national advisory councils, one on mental health and the other on community-based mental health rehabilitation, assist the government in this.
The national fight against addictions, including health promotion and prevention activities, is the responsibility of an autonomous council. The services, such as methadone supply, however, are the responsibility of the Ministry of Health, in association with the welfare system.
The Ministry of Health allocates 5.9% of its budget to mental health services (2002 figure) . This is not all the budget available for public mental health care, since this percentage does not include sums from other public-sector organisations. As noted above, curative care is provided by the government, although some services are offered by the health maintenance organisations. The responsibility for psychosocial rehabilitation services is shared with the welfare services and, especially, with the National Insurance Institute (see section on legislation, below).
Any inhabitant can freely access any mental health curative service (Feinson et al, 1997) . Although referral by a general practitioner is preferable, any resident can attend mental health services directly, without such a referral. The country has 114 clinics and day-care centres, 12 psychiatric wards in general hospitals and 20 mental hospitals.
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Health indicators
The description of mental health services that follows will be better understood against a background of selected public health indicators and socio-demographic variables. Mean life expectancy in the year 2000 was 76.7 years for men and 80.9 for women. The infant mortality rate was 5.1 per 1000 live births in the year 2001. The coverage for immunisation for poliomyelitis reached 93% during the first year of life (1998 figure). The chief causes of mortality are the chronic disorders, an area of health that calls for closer linkage with the mental health professions. With regard to age, 28.5% of the population are under 15 years and 9.8% are 65 years old or more. The median time spent in education for people aged 15 and over was 12.3 years by the year 2000. All these figures refer to the combined Israeli population; however, there are some notable differences between specific population groups (Central Bureau of Statistics, 2002).
National health insurance
By law, all residents are insured for health care and contribute to a national fund according to income. Most of the population is served by one of the four health maintenance organisations, the largest of which was established in the pre-State years (before 1948) by the labour unions.
Importantly, the law that established this health system did not include either psychiatric care or geriatric and nursing services. In 2002, the government decided to transfer all responsibility for mental health care (see below) to the health maintenance organisations; implementation of this decision is expected in 2005.
Care provided by a general practitioner is free. A visit to a specialist (other than a psychiatrist) carries a nominal fee (less than US$5). Visits to a psychiatric clinic, care in a psychiatric hospital or hostel, and certain specified drugs are free of charge. Preventive maternal and child health services are provided free by the municipalities and by the Ministry of Health.
Policy principles guiding the provision of mental health care
Israel has not yet developed a national mental health plan, but the first steps are being taken and the political will exists to formulate one. Once adopted, the plan will be based on the following policy objectives, which are endorsed by almost all stakeholders:
to promote the mental health of the population to integrate mental health care within the general health system to ensure equity of access to services in all parts of the country to provide high-quality evidence-based and costeffective care to persons with mental disorders 
Consumer and family organisations
These organisations are highly visible and active in both advocacy and mutual support. (A special issue of the Israel Journal of Psychiatry, vol. 39, no. 3, 2002 , was wholly devoted to the consumers of mental health services.) They have representation on the national councils and have a strong voice in the efforts leading to the transfer of mental health care to the health maintenance organisations. The Ministry of Health recognises their important role in the humanisation and democratisation of mental health care by contributing to their support. These organisations were consulted in the process of drafting the laws alluded to below and their representatives take part in the qualitycontrol activities that have recently been initiated. In addition, several non-government organisations are active in mental health care, such as ERAN, which offers telephone first-aid assistance nationally, and another that provides initial guidance to foreign workers.
Legislation on psychosocial rehabilitation
Perhaps the single most important piece of legislation that facilitates the ongoing -but slow -process of psychiatric reform is that adopted in 2000. This is the CommunityBased Rehabilitation of the Mentally Disabled Act, whereby all consumers whose degree of mental disability reaches 40%, as established by the National Insurance Institute, are fully entitled to receive a set of rehabilitation services in the community. This law has enabled the mental hospitals to discharge people who would otherwise remain merely for custodial reasons and to promote their social reintegration. Funds have thus become available to contract out to private and social enterprises running hostels with different levels of supervisory services for their clients. To avoid recreating the atmosphere of mental institutions, these hostels are periodically inspected by staff from the Ministry of Health.
The range of rehabilitation services is wide: they include dental care, for example -an item often neglected in psychiatric health plans -and supported education. With regard to the latter, special efforts are being made to help consumers to complete their educational cycle within the regular system of education for adults.
Health services and the security situation
The unstable security situation has led the country to devote considerable resources (in services, research and teaching) to help the civilian population overcome the stress resulting from both open warfare and acts of terrorism. This section alludes to the 1991 Gulf War, when areas of the country were subjected to missile attack by Saddam Hussein's Iraq, and to the current second Intifada, which began in October 2000.
In the Gulf War, studies covered a number of health issues among adults, such as mortality (the early elevated cardiovascular mortality rate that was found was presumably linked to the use of gas masks and extended stays in sealed rooms - Kark et al, 1995) ; self-appraisal of physical health (worsened health status); health behaviour (increased smoking, diminished physical activity, changed eating habits); and psychological distress (higher in the exposed areas) (Nakar et al, 1996; Soskolne et al, 1996) . Other studies explored reactions in children (Laor et al, 1996) and among the elderly (Solomon & Prager, 1992) , and acute stress in evacuees (Solomon et al, 1993) . Soskolne et al (1996) , in addition to the measures noted above, enquired into the use of tranquillisers and the use of services. They found higher use of tranquillisers compared with the preceding month but no differences in service utilisation. Nakar et al (1996) compared the 2-week consulting load in a family practice of an area that was highly exposed to SCUD missile attack with the equivalent period during the previous year. The authors reported that the total rate of visits was cut by half, but with a relative and absolute increase in psychological consultations and a decrease in consultations for infectious and respiratory conditions. Apparently, worries about the attacks led to a reduction in consultations for trivial disorders, but to an increase in the anxiety level of the population.
During the second Intifada, the Ministry of Health and several non-governmental organisations have established mental health activities that are provided as early as possible in the emergency rooms and wards of general hospitals that treat casualties. The Ministry has trained several teams of eight mental health specialists, who are attached to a general hospital. Half of them are trained to care for children and adolescents, and half for adults. Immediately following an attack (or other disaster), they are expected to report to their hospital. Their task is to examine all persons who are lightly injured and those suffering from a stress reaction. Following first-aid treatment, everyone is transferred to another area near the emergency room for individual and group intervention. The intervention includes an explanation about the nature of psycho-trauma, the provision of emotional support and the giving of information about psychological and social security assistance. This information is offered in five languages -Hebrew, English, Russian, Arabic and Amharic. An additional role of the mental health team is to provide emotional support to doctors and nurses who are involved in the care of the wounded.
Hospital social workers are responsible for meeting the family members and friends of the injured, and helping them to locate the casualties, assist with their grief, and accompany the family members to the hospital morgue to identify victims.
The Ministry of Health's system for emergency intervention and treatment with regard to psychological trauma Nakar et al (1996) compared the two-week consulting load in a family practice of an area that was highly exposed to SCUD missile attack with the equivalent period during the previous year. The authors reported that the total rate of visits was cut by half, but with a relative and absolute increase in psychological consultations and a decrease in consultations for infectious and respiratory conditions. also includes activities that take place at the community level. Trained personnel in out-patient clinics are entrusted with the care of persons affected by acute stress disorders or post-traumatic stress disorder. At the time of a national emergency, these out-patient clinics are open 24 hours a day.
Research
Much mental health research has been and is being conducted both in the universities and in the services. National and international funding sources support Israeli research. For the sake of brevity, the main areas of research are briefly summarised below. The studies cited here are merely examples -a national database is available at www.szold.org.il.
Epidemiology
Studies have been conducted with regard to the mental health of communities both in peace and in war. Currently, the national authorities are conducting household surveys of the young and adults, the latter as part of epidemiological studies in a number of countries, run jointly by the World Health Organization and Harvard University. A large survey exploring emotional distress (common mental disorders) among Arabs and Jews has concluded relatively recently. The fact that many early immigrants were Holocaust survivors provided the substance for studies on the mental health status of first-and second-generation immigrants (Levav, 1998) .
Social psychiatry
The cultural mosaic of Israel has prompted investigators to explore the knowledge, attitudes and practices of different Arab and Jewish groups of the population.
Health services research
The Ministry of Health supports a relatively large staff, who are entrusted with the responsibility of providing data for planning, monitoring and evaluation. These efforts are buttressed by studies conducted by university staff and students.
Biological psychiatry
This area, in consonance with the current psychiatric zeitgeist, is flourishing and making significant contributions in a number of respects, particularly with regard to schizophrenic, obsessive and depressive disorders and posttraumatic stress disorder.
Training
Graduate, postgraduate and in-service education is a vibrant area. The country trains all the range of mental health professionals (clinical psychologists, nurses, etc.). There are 16.4 psychiatrists per 100 000 population. The register of the Child and Adolescent Society numbers about 150 specialists (Apter, 1998) . In addition, there are approximately 200 residents in training. To be recognised as a specialist, the resident has to complete four years of postgraduate education in a variety of services and pass two examinations.
Looking back, moving forward
Throughout the country's history, the mental health services in Israel have had to face the challenge of how to provide care to persons from very different cultural and religious backgrounds -Jewish, Muslim, Druze and Christian -see Al-Krenawi (1999) and Al-Krenawi & Graham (1999) with regard to the Arabs, and Bilu & Witztum (1997) and Greenberg & Witztum (2001) with regard to different Jewish Israeli groups, who emigrated from 70 or so countries, wherein many had endured severe persecution and the traumatic loss of their significant others, and whose lives since the dawn of the State have been punctuated by war and terrorism.
A judgement on how well the services have performed is beyond the scope of this report. However, it is fair to say that mental health care is increasingly recognised by decision makers and the public as an important link in the chain of efforts that the health system makes towards the health of the nation. Mental health services are free and open to all, and the service users and their families are being sought as natural partners of mental health professionals.
In the field of research, Israel is contributing its share to the global pool of scientific knowledge, as has been noted by Patel (2002) .
Admittedly, not all is well. Psychiatric reform, which involves deinstitutionalisation, community-based care and the humanisation of services, is progressing more slowly than is wished by many. Mental hospitals still remain the main axis of care, command an unusual amount of power and authority, and consume most of the mental health budget. A large proportion of their personnel, although less fearful of community-based care than they were, remain ambivalent at best about the psychiatric reform that is leading to the transfer of mental health care to the health maintenance organisations. Despite the free access to care, equity has not been achieved, and the barriers to care for foreign workers, particularly those without papers, have not been lowered. Child and adolescent mental health services and services for the elderly, although available, are probably less than are needed (an ongoing survey will identify needs among the young). A last limitation worth noting is that the services have yet to balance their efforts in care and rehabilitation with health promotion and illness prevention.
In conclusion, the Israeli mental health services are genuinely attempting to upgrade the mental health care for the whole population. To overcome the remaining and still formidable obstacles, both internal and external, to the system, will require, much as in other nations, the support of many stakeholders, and a successful blend of political and social will, the application of scientific and technical know-how, the involvement of service users and their families, and the dedication and commitment of mental health workers.
Mental hospitals
still remain the main axis of care, command an unusual amount of power and authority, and consume most of the mental health budget.
A database of Israeli mental health research is available at www.szold.org.il.
